In resourcelimited settings, where anatomic pathology services are scarce, dermoscopy has the potential to enhance quality of care with a relatively modest capital investment. Further, there are emerging uses for dermoscopy in pediatric dermatology. [2] [3] [4] This project sought to conduct a short course in pediatric dermoscopy for dermatology residents at the All Africa Leprosy Rehabilitation and Training (ALERT) Center in Addis Ababa, Ethiopia. Previously, we conducted a course on dermatopathology at ALERT. 5 We hypothesized that this course on pediatric dermoscopy would enhance resident knowledge about and likelihood of using dermoscopy.
Teaching pediatric dermoscopy in a resource-limited setting
To the Editor: Dermoscopy improves diagnostic accuracy and reduces biopsy rates. 1 In resourcelimited settings, where anatomic pathology services are scarce, dermoscopy has the potential to enhance quality of care with a relatively modest capital investment. Further, there are emerging uses for dermoscopy in pediatric dermatology. [2] [3] [4] This project sought to conduct a short course in pediatric dermoscopy for dermatology residents at the All Africa Leprosy Rehabilitation and Training (ALERT) Center in Addis Ababa, Ethiopia. Previously, we conducted a course on dermatopathology at ALERT. 5 We hypothesized that this course on pediatric dermoscopy would enhance resident knowledge about and likelihood of using dermoscopy.
Institutional review board approval was obtained (no. 00100472). The course consisted of 5 lectures. Dermoscopic diagnoses reviewed in the course were chosen on the basis of their relevance to pediatric dermatology, input of ALERT faculty, and published dermoscopic findings. The course included a multiple-choice pretest and posttest consisting of identification of dermoscopic images. In addition, glass dermatopathology slides of corresponding diagnoses and differential diagnoses were prepared before travel to Ethiopia. Lectures were projected from a laptop. Because only 1 light microscope was available for teaching ALERT residents, glass slides were projected by using a smart phone attached to the eyepieces of the microscope as reported by our group previously. 5 Due to the lack of an appropriate connector between the smart phone and projector, we modified our previous set-up by using a mirroring application on the laptop to project images from the iPhone to the laptop and then to the projector. Both the PowerPoint lectures and dermatopathology slides were projected via the same laptop. This projection system can be used without internet access, which is not available at ALERT.
A total of 19 second-year and third-year residents completed the anonymous 12-question pretest with an average score of 34% correct. Sixteen residents completed the posttest, averaging 90% correct. All residents indicated that the course improved their knowledge of dermoscopy and would recommend the course to another dermatology resident; 93% indicated that they were more likely to use a dermoscope in the clinic after taking this course. One DL200 Hybrid (DermLite, San Juan, CA) with smart phone adaptor and 3 DL100 models were provided to ALERT. After implementation of the short course, hands-on instruction in dermoscopy was provided during clinics. Subsequent lectures addressed pigmented acral lesions and dermoscopy of benign adult neoplasms at the request of the faculty.
One limitation of this study was the inability to measure long-term retention of knowledge and use of dermoscopy in the clinic. Maintenance of the dermoscopes might pose a challenge. There are no validated knowledge assessment tools for dermoscopy. Because the pretest and posttest contained similar content, a test-retest phenomenon might have contributed to the improved scores on the posttest. Follow-up studies are needed to assess the effect of dermoscopy on skin biopsy rates in this setting. Last, while preparing the course, the authors noted a lack of published dermoscopy literature involving patients with skin of color. Although many basic concepts are likely similar, expansion of the literature on dermoscopy in this population is essential. possibly associated with more frequent systemic complications and corticosteroid resistance. 2 We conducted a multicentric retrospective study of 36 patients having AOSD (on the basis of Yamaguchi or Fautrel criteria) with skin involvement. We found higher serum ferritin levels and confirmed an increased resistance to treatment in patients with APSE compared with those with an evanescent rash. Mann-Whitney test and Fisher's exact test were used to compare quantitative and qualitative variables, respectively.
The median follow-up was 16 months; 47% of patients (17/36) only had a typical evanescent rash, 28% (10/36) only had an APSE, and 25% (9/36) presented both types of eruptions. APSEs manifested as fixed linear urticaria (7/19, 37%), fixed urticaria (3/19, 16%), fixed maculopapular rash (3/19, 16%), and pigmented papules and plaques (3/19, 16%) (Fig 1,  A and B) . There were isolated cases of APSE manifesting as erythema of the upper eyelids and dorsal hands (dermatomyositis-like eruption, Fig 1, C and D) , lichenoid lesions (Fig 1, E ) , scaly erythema, pustular eruption, papulonodular rash, and purpura.
In total, 19 biopsies of evanescent rash and 20 biopsies of APSE were blindly examined (Drs Battistella and Vignon-Pennamen). AOSD rash histology (typical evanescent rash and APSE) was associated with dermal edema and perivascular and interstitial inflammatory infiltrates composed of lymphocytes and neutrophils. Neutrophilic urticarial dermatosis was observed in 22% of cases (8/36). The following factors were increased in patients with APSE (n ¼ 19) compared with patients without APSE (n ¼ 17) (Table I ): face involvement (P ¼ .008), ferritin level [1500 ng/mL (P ¼ .015), and number of lines of treatment to achieve complete remission (P \ .05). The epidermal alterations present on histology of APSE biopsies differed from those present on histology of evanescent rash biopsies (P ¼ .02); the alterations included acanthosis, spongiosis, superficial necrotic keratinocytes, and abundant neutrophilic infiltrates (40% vs 21%, not significant) (Fig 1, F ) .
APSE occurred in 14%-78% of patients with an AOSD diagnosis.
1,2 APSE is usually characterized by linear urticaria, pigmented papules and plaques, and fixed maculopapular rash, and facial involvement is more common in APSE than evanescent rash. 1 Comparisons of APSE and evanescent rash histology revealed more frequent epidermal changes in APSE biopsies, including necrotic keratinocytes in the superficial epidermis and more abundant neutrophilic infiltrates. 1 Some studies have suggested an association between APSE and AOSD severity. 2 In this work, we show that APSE patients had higher ferritin levels and needed a higher number of line of treatments to achieve complete remission in comparison with patients without APSE, confirming that APSE could be associated with more severe AOSD forms. Dermatomyositis-like APSE, which is very similar to real dermatomyositis cases regarding photodistribution, edema of the upper eyelids, Gottron papules, and vacuolar degeneration of the basal layer, could be a bad prognostic factor in AOSD. Ten cases of dermatomyositis-like eruption have been previously reported in AOSD; these cases were associated with a resistance to corticosteroids, a required immunosuppressive therapy, and a high rate of mortality (40%). 1, [3] [4] [5] In conclusion, atypical skin features of AOSD might be associated with more severe AOSD forms, and clinicians and pathologist should be able to identify them. 
